Nonoperative Versus Surgical Management of Small (Less than 3 cm), Asymptomatic Popliteal Artery Aneurysms  by Ricco, J.-B. & Forbes, T.L.
Part Two: Against the Motion 449acute limb-threatening Ischemia from thrombosed popliteal
aneurysms. Angiology; 2008 Apr 29.
4 Galland RB, Magee TR. Popliteal aneurysms: distortion and size
related to symptoms. Eur J Vasc Endovasc Surg 2005;30(5):534e8.
5 Idelchik GM, Dougherty KG, Hernandez E, Mortazavi A,
Strickman NE, Krajcer Z. Endovascular exclusion of popliteal
artery aneurysms with stent-grafts: a prospective single-center
experience. J Endovasc Ther 2009;16(2):215e23.
6 Lovegrove RE, Javid M, Magee TR, Galland RB. Endovascular and
open approaches to non-thrombosed popliteal aneurysm repair:
a meta-analysis. Eur J Vasc Endovasc Surg 2008;36(1):96e100.
7 Ascher E, Gopal K, Marks N, Boniscavage P, Shiferson A,
Hingorani A. Duplex-guided endovascular repair of popliteal
artery aneurysms (PAAs): a new approach to avert the use of
contrast material and radiation exposure. Eur J Vasc Endovasc
Surg 2010 Mar 19;39:769e73.
8 Hingorani AP, Ascher E, Marks N, Shiferson A, Puggioni A, Tran V,
et al. Hybrid approach for treatment of behind the knee
popliteal artery aneurysms. Vascular 2009;17(5):290e2.
9 Idelchik GM, Dougherty KG, Hernandez E, Mortazavi A,
Strickman NE, Krajcer Z. Endovascular exclusion of popliteal
artery aneurysms with stent-grafts: a prospective single-center
experience. J Endovasc Ther 2009;16(2):215e23.
10 Antonello M, Frigatti P, Battocchio P, Lepidi S, Dall’Antonia A,
Deriu GP, et al. Endovascular treatment of asymptomatic
popliteal aneurysms: 8-year concurrent comparison with open
repair. J Cardiovasc Surg (Torino) 2007;48(3):267e74.
ª 2011 European Society for Vascular Surgery. Published by
Elsevier Ltd. All rights reserved.
doi: 10.1016/j.ejvs.2011.02.008EDITORS’ COMMENT
Nonoperative Versus Surgical
Management of Small (Less than
3 cm), Asymptomatic Popliteal
Artery AneurysmsJ.-B. Ricco a,*, T.L. Forbes baDebate Section Editor, European Journal of Vascular and
Endovascular Surgery, Poitiers, France
bDebate Section Editor, Journal of Vascular Surgery,
London, Ontario, Canada
The decision to treat a popliteal aneurysm requires
weighing the risks and results of treatment against the risks
of continued follow-up. Like aortic aneurysms, popliteal
aneurysms may cause no symptoms for an extended period,
but, unlike their aortic counterparts, are more likely to* Corresponding author. University Hospital Jean Bernard,
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E-mail address: jbricco2@me.com (J.-B. Ricco).present with an ischemic complication rather than rupture.
Dawson et al.1 have underscored the danger of critical limb
ischemia and limb loss in untreated popliteal artery aneu-
rysms. Interestingly, this paper reported that 40% of asy-
mptomatic patients with a popliteal aneurysms will have
absent pedal pulses, which adversely affect the natural
history with a likelihood of symptoms developing of 86% at
3 years as compared with 34% in asymptomatic patients with
intact pulses.
Both of our debators agree that it is problematic to base
treatment decisions on diameter alone, as opposed to the
situation with abdominal aneurysms where there exists
a tighter linkage between aneurysm complications and
diameter. In this debate, Dr. Hingorani develops these ar-
guments for early intervention on small asymptomatic
popliteal aneurysms based on long-term graft patency and
limb salvage rates that are usually greater than 95% when
using a saphenous vein, and a low perioperative mortality
rate of around 1e2%.
In opposition, Professor Galland suggests that many
asymptomatic aneurysms of 3 cm in diameter can be
safely observed. The arguments for this approach are
based on the observation that asymptomatic aneurysms
without intramural thrombus or distortion from excessive
tortuosity and with intact distal pulses rarely cause
symptoms. Moreover, although results with surgery have
generally been excellent, complications and deaths have
occurred, especially in patients with no saphenous vein
available, severe co-morbid conditions or those who are
very elderly.
But both debaters agreed that the results of surgical
treatment are best in asymptomatic patients and progres-
sively worse in those with chronic ischemic symptoms and
critical limb ischemia. Without the results of a multicenter
prospective randomized trial, the decision regarding tre-
atment remains one of clinical judgment and must be in-
dividualized to the specific patient and clinical situation.
Moreover, many of the previous arguments were based on
results in the era before endovascular therapy. For young
activepatientsearly bypassusinga saphenous vein is certainly
a valid option, in frail patients with limited life expectancy,
observation of even large aneurysms with minimal intra-
luminal thrombus, palpable distal pulses, and no evidence of
continued expansion can be proposed. When treatment is
required in this older and frailer subset of patients, endo-
vascular repair could be considered the preferred method of
repair providing there is favorable anatomy.Reference
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